History of Present Illness
MO is a 49 year old male with a history of multiple sclerosis who presents with a one year history of progressive numbness in his shoulders bilateral and upper back. The patient describes occasional sharp pains that radiate to his first three fingers on his right hand. He denies weakness, clumsiness, difficulty walking, or bladder/bowel dysfunction. He describes no problems with handwriting, or fine motor skills.
Hospital Course
A MRI of the brain was performed early in the course of symptoms demonstrating his known multiple sclerosis lesions without any changes. With continued worsening symptoms, further workup included an MRI of the cervical spine which demonstrated a 1 cm homogenously enhancing intramedullary lesion at C2 with an associated cyst and syrinx.
Prior to surgical intervention, the patient was counseled on the risks entailed in the removal of a spinal cord tumor. Based on the characteristics on the MRI, a diagnosis of hemangioblastoma was favored and therefore the possibility of having von Hippel-Lindau (VHL) disease was discussed with the patient. The patient underwent an MRI of the complete neuro-axis including brain and spinal cord screening for any other lesions. An ultrasound of the abdomen was performed which demonstrated no renal lesions, liver lesions, or adrenal masses. An ophthalmologic examination demonstrated none of the stigmatisms associated with VHL.
Prior to surgical excision, an angiogram was performed for the potential to embolize any large vessels. However, no tumor blush was appreciated during the angiogram.
The patient underwent a laminectomy from C1-3 to expose the spinal cord. Intra-operative ultrasound was used to isolate the borders of the nodule and define the cystic component. A dural incision and midline myelotomy was performed. The tumor was removed en bloc and the cyst decompressed. The tumor was noted to be significantly vascular. Intra-operative ultrasound was utilized to confirm full resection. During removal of the tumor somatosensory evoked potentials were noted to decrease by approximately 50% in all four extremities.
The patient worked with physical therapy and was discharged home on post operative day number four. His post operative incisional pain was controlled with Percocet. The patient was also administered Valium and Neurontin to help with the neck pain and parasthesias following the surgery. The patient's neurological exam on discharge demonstrated mild numbness in the right upper extremity and slight weakness in right hand grip, with resolution of preoperative sensory deficits in the lower extremities. Motor exam was 5/5 in all other muscle groups. Postoperative MRI demonstrated no residual tumor with expected post operative changes. Pathology was consistent with hemangioblastoma. In follow up the patients remaining right upper extremity numbness had resolved and the patient was able to return to work 8 weeks postoperatively.
Discussion
The decision to proceed with surgery was based on the natural history of this tumor. It may continue to grow and with further expanding of the syrinx or cystic cavity may produce further neurological deterioration. It can be anticipated that the best time for surgery would be while the patient has a strong neurological status and best chance for recovery.
Hemangioblastoma is a vascular neoplasm of the central nervous system. It is the most common primary neoplasm in the adult cerebellum, but is rarely a tumor of the spine . VHL is usually a progressive disease and therapy should begin as soon as the diagnosis is made. Surgical treatment is usually indicated.
1.
2.
3.
4.
5. 
